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Abstract

Hemorrhage of a pancreatic pseudocyst is one of the severe complications of pancreatitis. Erosion
into adjacent organs, especially into the upper gastrointestinal tract, by pancreatic pseudocysts has
been reported. The endoscopic imaging of involvement of the stomach by pancreatic pseudocyst can
mimic a submucosal tumor of the stomach, which may rupture into the stomach and manifest as up-
per gastrointestinal bleeding. We report a 66-year-old male with alcoholism who presented with tarry
stool passage for 2 to 3 days. Panendoscopy revealed a protruding mass, measuring about 6 cm in
diameter, with central ulceration and adherent blood clot located over the posterior wall of the cardia.
Biopsy showed a focal ulcer with infiltration of inflammatory cells, but without evidence of malignancy.
Computed tomography of the abdomen showed a cystic lesion extending from the pancreatic tail to the
cardia of the stomach in favor of a pancreatic pseudocyst. He refused either radiologic or surgical treat-
ment and was treated in a conservative way only. Follow-up panendoscopy showed a complete re-
gression of the pseudocyst 6 month later. ( J Intern Med Taiwan 2006; 17: 128-132)
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Introduction

Pancreatic pseudocystsdevel op in 5% to 15% of
cases of acute pancreatitis and in 20% to 40 % of ca-
sesof chronic pancreatitis. Hemorrhageisthesingle
most important cause of death in patients with pan-
creatic pseudocyst. Erosion into adjacent organshby a
pancreatic pseudocyst has been reported in 22% of
patients with apseudocyst’. The gastrointestinal tract
is most frequently affected”. Hemorrhagic pseudo-
cyst due to involvement of the splenic artery, gastro-
duodenal artery and pancreaticoduodenal artery has
also been commonly reported’. The treatment re-
commendationsfor hemorrhagic pseudocystsare va-
rious. However, most of them will be treated by ei-
ther radiologic arterial embolization or surgical re-
section of pseudocyst®. We report acasein which a
patient presenting with upper gastrointestinal bleed-
ing caused by a hemorrhagic pancreatic pseudocyst
directly rupturing into the stomach was successfully
treated conservatively.

Case Report

A 66-year-old man presented with tarry stool
passage for 2 to 3 days. He had acoholism with se-
veral episodes of alcoholic hepatitis in the past.
However, no known history of pancreatitis and cir-
rhosis was noted before. Except tarry stool passage,
neither abdominal pain nor vomiting can be noted
during this episode. On admission, physical exami-
nation revealed a normal appearance without stig-
mata of cirrhosis. Panendoscopy showed a protrud-
ing mass, measuring about 6 cmin diameter, with cen-
tral ulceration and adherent blood clot located over
the posterior wall of the cardiac area (Fig. 1A).
Biopsy of it showed afocal ulcer with infiltration of
acute and chronic inflammatory cells, but without evi-
dence of malignancy. Laboratory studiesyielded the
following data: hemoglobin (Hb) 9.8 g/dL (normal:
13-18 g/dL); aspartate aminotransferase (AST) 355
IU/L (normal: 10-351U/L); alanineaminotransferase

A

Fig.1.A.Panendoscopy showed a broad-based protrud-
ing tumor mass, measuring about 6 cm in dia-
meter, with central ulceration and adherent
blood clot, implying recent hemorrhage.

B.Six months later, panendoscopy revealed a
complete regression of the tumor mass which
was proven to be a pancreatic pseudocyst.

Fig.2.A.Computed tomography of the abdomen showed
a hypodense mass lesion extending from the tail
of the pancreas to the posterior wall of the
stomach, which favored a diagnosis of pseudo-
cyst. It was noted that the point ruptured into the
stomach with ulceration (arrow).

B.Sagittal reconstruction of computed tomogra-
phy showed a clear relationship between the
stomach (S), the pancreatic pseudocyst (PP)
and the tail of the pancreas (PT, arrow).

(ALT) 161 IU/L (normal: 3-30 IU/L); akaline phos-
phatase (Alk-P) 429 IU/L (normal: 65-275 IU/L);
gamma-glutamyl-transferase ( ¥ GT) 117 IU/L (nor-
mal: 5-40 [U/L); amylase 40 IU/L (normal: 30-200
IU/L); lipase 43.7 IU/L (normal: 10-60 IU/L); carci-
noembryonic antigen (CEA) 0.27 ng/mL (normal: O-
7 ng/mL); and CA19-9 < 2 U/mL (normal: 0-37
U/mL). The computed tomography of the abdomen
showed a hypodense mass |lesion extending from the
pancreatic tail to the cardia of the stomach (Fig. 2A,
2B). Pancreatic pseudocyst was diagnosed. The pa-
tient refused either radiologic or surgical treatment
because of personal reasons. Alcohol abstinencewas
recommended. Panendoscopy showed dramatic re-
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gression of the submuocal lesion with a scarring ul-
cer and anormal appeared gastric mucosa observed
respectively, 1- and 6-month after the episode (Fig.
1B).

Discussion

A pancreatic pseudocyst is a cystic lesion that
lacks of epithelial lining which occursfrom fluid col-
lection arising from within or around the pancreas’.
It develops in 5% to 15% of cases of acute pancre-
atitisand 20% to 40% of chronic pancreatitis'. It usu-
ally develops over aperiod of 1 to 4 weeks after on-
set of acute pancreatitis. Abodominal pain with or
without radiation to back is the usual presenting
symptom. Physical examination may find apalpable
and tender massin the middle or left upper abdomen.
TheX-ray examination showsthedisplacement of the
gastrointestinal tract. Sonography and computed to-
mography aretwo reliable diagnostic toolsfor the di-
agnosis of the pancreatic pseudocyst. The complica-
tions of pseudocyst include pain, obstruction of the
gastrointestinal tract or common bile duct, infection
and hemorrhage. However, prolonged studies on the
natural history of pseudocysts are ararity. Vitasand
Sarr published aseriesin which 68 patientswith pan-
creatic pseudocystswerefollowed’. After 51 months,
63% of the patients were asymptomatic. Only 9% of
the patients developed any of the complications de-
scribed above.

Hemorrhageisthemostimportant causeof death
in patients with complicated pancreatic pseudocyst.
Severe bleeding is seen if the hemorrhagic pseudo-
cyst rupturesinto the gastrointestinal tract, peritoneal
cavity, retroperitoneum or pancreatic duct®. Of them,
the gastrointestinal tract is the most frequently af-
fected’. The erosion of vessels by pseudocyst is the
main cause of hemorrhagic pseudocyst. The splenic
artery isaffectedin half of the cases, whereasthe gas-
troduodenal and pancreaticoduodenal arteriesareless
common sources of bleeding “**.

A pancreatic pseudocyst may also involve adja-

cent organs such as the duodenum and colon by con-
tiguity and may extend as far as the groin and medi-
astinum*”, Gastric wall involvement has also been
reported. Zahlan et a. reported a case in which a
pseudocyst of the pancreatictail that ruptured into the
wall of the stomach and mimicked a non-bleeding
gastric tumor®”. Urakami et al. also reported a case
of alcoholic pancreatitisin which the pseudocyst had
ruptured into the stomach and manifested as he-
matemesis. In this case report, the upper gastroin-
testinal bleeding was found to be derived from the
splenic artery by angiography and was managed by
surgery®. Radke and Bell reported a case of pancre-
atic pseudocyst with intramural involvement of gas-
tricwall, but without rupture into the gastric lumen™.
They suggested that it represented an incomplete
phase of perforation of the gastric wall, resulting in
the formation of submucosal or subserosal gastric
Masses.

The optimal timing of treatment of pancreatic
pseudocyst isoccurrence of complications, including
uncontrolled pain, infection and hemorrhage, ob-
struction of the gastrointestinal tract or common bile
duct. Percutaneous drainage, endoscopic drainage
and surgery are the major methods for the treatment
of pancreatic pseudocyst. Focusing on the treatment
of hemorrhagic pancreatic pseudocyst, Sand et al.
proposed atreatment protocol®. In brief, patientswith
clinical ongoing bleeding and with hemorrhagic pan-
creatic pseudocyst in sonography and computed to-
mography, urgent angiography were conducted.
When angiography showed a pseudoaneurysm, the
patients were treated with immediate embolization
and delayed el ective surgery whenever candidatesfor
surgery. In contrast, if angiography showed no evi-
dence of a pseudoaneurysm, conservative treatment
was recommended.

In our case, despite of long-term drinking by the
patient, there are no manifestations of either acute or
chronic pancreatitisever noted. However, the patient
developed an upper gastrointestinal bleeding as the
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initial manifestation of the pancreatic pseudocyst.
Computed tomography of the abdomen did not show
any evidence of pseudoaneurysm that usualy pre-
sents with brisk bleeding and needs to be managed
by angiography or surgery. In contrast, in our case,
the bleeding was subtle and could be successfully
managed with medical therapy. It was regarded as
the direct involvement of the gastric wall with minor
vessel bleeding, rather than direct erosion of amajor
vessel. The patient did not re-bleed even though he
did not treated surgically or by transcatheter arterial
embolization which supports the conclusion of Sand
and his colleagues that an angiography negative he-
morrhagic pseudocyst can be treated conservatively
with low mortality and re-bleeding rate’.

Bradley et al reported that spontaneous resol u-
tion occurredin 42% of patientswho devel oped pseu-
docyst for less than 6 weeks. However, only 8% of
patientswhose pseudocyst persisted for 7to 12 weeks
had spontaneous resolution™. Although alarge pro-
portion of pseudocysts resolve spontaneously in pa-
tientswith acute pancreatitis, spontaneous regression
of a hemorrhagic pancreatic pseudocyst with gastric
involvement like the case reported here has been
rarely reported.

In summary, thisis a case of pancreatic pseudo-
cyst with gastric wall involvement which mimicked
asubmucosal tumor and ruptured into the gastric lu-
men with upper gastrointestinal bleeding. Itiswor-
thy to notethat this pancreatic pesudocyst with bleed-
ing into stomach regressed spontaneously with con-
servative treatment only.
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